
PATIENT REGISTRATION
Patient Information

First Name: ________________________________________ Last: _____________________________ Middle: ______________

Preferred Name: _________________________ DOB: __________________ SSN: __________________ Sex:        Male Female

Home Address: __________________________________________________ City: ________________________ State: _______

Zip code: ______________ Home Phone: ____________________________

Name of Parent(s)/Guardian(s): _____________________________________________

School Name: ___________________________________________ Hobbies: ____________________________

Responsible Party

First Name: ________________________________________ Last: _____________________________ Middle: ______________

DOB: __________________ SSN: __________________

Home Phone: ____________________________ Cell Phone: _________________________________

Work Phone: ____________________________ Ext. __________ Email: ______________________________________________

0 Check if address is the same as the patient

Home Address: __________________________________________________ City: ________________________ State: ________

Zip code: ______________

Primary Insurance Information

Name of Insured: ___________________________________________________________________________________________

Employer: __________________________________________ Insurance Company: ______________________________

Insured SSN: _____________________________ Insured DOB: ______________________________

Group #: ____________________ Insured Member ID: ______________________ Patient ID (if different): ____________________

Secondary Insurance Information

Name of Insured: ___________________________________________________________________________________________

Insured SSN: _____________________________ Insured DOB: ______________________________

Employer: __________________________________________ Insurance Company: ______________________________

Group #: ____________________ Insured Member ID: ______________________ Patient ID (if different): ____________________

How did you hear about us? :

Facebook       Yelp       Community Fair       Insurance Site      Google Search       Live in Area

Physician/Dentist: _____________________________________

Patient: _________________________________ Other: ____________________________________________________
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES

I have received a copy of this office’s Notice of Privacy Practices

Patient’s Name: _______________________________________________

Signature: ____________________________________________________

Parent/Guardian Signature: ______________________________________

Date: ________________________________________________________

FOR OFFICE USE ONLY
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but

acknowledgement could not be obtained because:

� Individual refused to sign

� Communication barriers prohibited obtaining the acknowledgement

� An emergency situation prevented us from obtaining acknowledgement

� Other (Please Specify) ________________________________________

___________________________________________________________

___________________________________________________________
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Appointment Cancellation Policy/Agreement:

Top of the Hill Orthodontics and Pediatric Dentistry is committed to providing all of our
patients with exceptional care. When a patient cancels without giving enough notice, they prevent
another patient from being seen.

Any appointment modifications or cancellations to a pre-existing appointment must
be made by 2:00 PM the day prior. Please call (215) 220-3777 or email at

info@topofthehillsmiles.com.

If prior notification is not given, you will be charged a missed appointment fee:
- $25.00 for regular dental maintenance, appliance treatment, & consults.
- $50.00 for restorative appointments.
- $250.00 for OR appointments.

Thank You.

I acknowledge and agree to the timeline policy set for dental appointments at Top of the Hill:

Patient Signature (Parent/Guardian if under 18)

Date


